Scope:
• management of transient ischaemic attack (TIA) and acute stroke, including:
• acute diagnosis and treatments, including hyperacute stroke units (HASU) and thrombolysis
• aspects of rehabilitation
• long-term care and support
• secondary prevention
• prevention of complications
• management of carotid artery disease Out of scope:
• primary prevention of stroke
• detailed recommendations on (neuro)surgical techniques, but the role of surgery is considered
• diagnosis and management of children with stroke
• management of subarachnoid haemorrhage Definition:
• TIA:
• rapid onset of global or focal impairment of brain function
• due to vascular pathology
• lasts less than 24 hours
• stroke:
• a medical emergency requiring immediate response
• clinical syndrome of rapid onset of global or focal impairment of brain function
• lasts more than 24 hours or results in death
• ischaemic stroke:
• in situ disease of small vessels due to hypertension and diabetes; or
• atherosclerotic plaque rupture and local vessel occlusion (usually in the carotid artery); or
• thromboembolism usually from an atrial thrombus secondary to atrial fibrillation (AF)
• haemorrhagic stroke:
• in situ disease of small vessels due to hypertension; or
• atherosclerotic disease in the cerebral vessels (which weakens the vessel walls); or
• cerebral amyloid angiopathy which is increasingly recognised in the elderly; or
• congenital aneurysms or arteriovenous malformation in the cerebral vessels Incidence and prevalence:
• stroke [1] :
• affects between 174 and 216 people per 100,000 population in the UK each year
• accounts for 11% of all deaths in England and Wales
• 69% of strokes are due to cerebral infarction
• 13% of stokes are due to primary haemorrhage
• 6% of strokes are due to subarachnoid haemorrhage
• 12% of strokes are of an uncertain type
• the risk of recurrent stroke within 5 years of a first stroke is between 30% and 43%
• affects 35 people per 100,000 of the population per year [1] • there is a 20% risk of a full stroke within the first 4 weeks after a TIA [2] Risk factors: • atrial fibrillation (AF)
• previous history of stroke or ischaemic heart disease
• high cholesterol
• smoking
• carotid stenosis
• excessive alcohol consumption
• obesity
• lack of exercise
• a diet that is:
• high in saturated fats
• high in salt
• low in fresh fruit and vegetables
• congenital heart disease NB: This information appears on each page of this care map. 
Information resources for patients and carers
Quick info:
The following resource has been recommended by the Department of Health's National Stroke Strategy:
• It is essential that the 'Stroke -suspected' page is consulted prior to this section. All patients who have had non-disabling stroke or transient ischemic attack (TIA), and in whom preventative treatment is appropriate, should receive best medical treatment, including all of the following:
• started on aspirin 300mg daily without delay unless there are contraindications, when alternative antiplatelet drugs such as clopidogrel should be started [1] • carotid imaging should be carried out on all individuals who have symptoms of a non-disabling stroke or TIA in the carotid territory [6] :
• for those with high risk of stroke (ABCD2 score of 4 or more) carotid imaging should be carried out as soon as possible, preferably within 24 hours of presentation • those with a lower risk of stroke (ABCD2 score 3 or below) should be imaged within 1 week of presentation • treat patients with crescendo TIA (two or more TIAs in a week) as being at high risk of stroke, even though they may have an ABCD2 score of 3 or below [1, 6] • people who present more than one week after their last symptom of TIA has resolved should be managed using the lower risk pathway • glycaemic control in diabetic patients [1] • reduction of blood pressure (BP) [6] • consideration of heart rhythm [1] • control of cholesterol [6] • provision lifestyle advice [1] For every patient, an individualised and comprehensive strategy for stroke prevention should [1]:
• be implemented as soon as possible following a TIA or stroke (within 1 week)
• continue long term
• include potential interventions available to reduce risk of further stroke/vascular events:
• in any patient where no common cause is identified, fuller investigation for other rare causes should be considered [6] References: Information about stroke and risk factors should be:
• given to patients first in the hospital setting [1] • reinforced at every opportunity by all health professionals involved in the care of the patient [1, 5] • provided in an appropriate format for the patient, taking into account both their stroke-specific impairments and their personal situation [1,5] All patients receiving medication for secondary prevention should [1] :
• be given information about the reason for the medication, how and when to take it, and any possible common side effects
• receive verbal and written information about their medication in a format appropriate to their needs and abilities
• have compliance aids (eg large-print labels and non-childproof tops) provided according to their level of manual dexterity, cognitive impairment, and personal preference, and compatible with safety in the home environment • be aware of how to obtain further supplies of medication • within 24 hours for those with high risk TIAs (ABCD2 greater than 3) [6] • within one week of onset of symptoms for those with ABCD2 score less than 4 [6] • before a decision on brain imaging is made [1] People who have had a suspected TIA who need brain imaging, ie those in whom vascular territory or pathology is uncertain, should undergo diffusion-weighted MRI, except where contraindicated, in which case CT scanning should be used [1] . Contraindications to MRI include patients who have any of the following [4] :
• a pacemaker • shrapnel
• some brain aneurysm clips and heart valves • metal fragments in eyes
• severe claustrophobia Brain imaging is helpful in the management of TIA for certain cases, eg for patients [4] :
• with TIA where haemorrhage needs to be excluded, eg long duration of symptoms or people on anticoagulants
• being considered for carotid endarterectomy where it is uncertain whether the stroke is in the anterior or posterior circulation
• where an alternative diagnosis is being considered, eg migraine, epilepsy, or tumour • consider any patient with a carotid artery territory TIA or stroke but without severe disability for carotid endarterectomy, and if agreed by the patient, perform [1, 4, 5, 13] :
• a carotid duplex ultrasound (Doppler ultrasound) urgently to estimate the degree of stenosis
• a second urgent non-invasive imaging investigation to confirm the degree of stenosis, eg:
• magnetic resonance angiogram (MRA)
• CT angiogram (CTA)
• the confirmatory test should also be carried out urgently so as to avoid introducing delay [4] Published : • BP reduction should be undertaken using one or more of the following agents [1] :
• in hypertensive patients age 55 years or older, or patients of African or Caribbean origin of any age, the first choice for initial therapy should be either a calcium-channel blocker or a thiazide-type diuretic • in hypertensive patients younger than age 55 years, the first choice for initial therapy should be an angiotensin-converting enzyme (ACE) inhibitor (or an angiotensin-II receptor antagonist if an ACE inhibitor is not tolerated)
• an ACE inhibitor, calcium-channel blocker, or a thiazide-type diuretic should be added if target BP is not achieved with the initial choice • beta-blockers should not usually be initiated as first-or second-line for the prevention of recurrent stroke (unless there are other specific clinical indications) [1] Lipid modification:
• evidence shows statins significantly reduce subsequent major coronary events in patients with a history of stroke or transient ischemic attacks (TIA) [29, 30] • immediate statin treatment is not recommended in patients with acute stroke − consider use after 48 hours [4] • patients with acute stroke already receiving statins should continue with treatment [4] • all patients with ischaemic stroke or TIA with a total cholesterol of more than 3.5 mmol/L should be treated with a statin medication unless contraindicated [1, 6] • treatment goals should be the following (whichever achieves the lowest absolute value) [1, 6] : • prompt smoking cessation at every opportunity using individualised strategies which may include pharmacological agents and/or psychological support [1] • see 'Smoking cessation' care map • maintaining alcohol consumption within limit (3 units/day for men and 2 units/day for women) [1, 3, 5] • reducing body weight for overweight or obese patients − aim for body mass index (BMI) of 25kg/m² or less [1, 3] :
• give advice and support to aid weight loss, which may include diet, behavioural therapy, and physical activity [1] • give advice on medication to aid weight loss only after dietary advice and exercise has been started and evaluated [1] • appropriate exercise − 20-30minutes of moderate exercise a day, eg brisk walking sufficient to induce breathlessness [1, 3] :
• encourage lifelong participation in programmes of exercise after stroke [5] • minimising saturated fat intake and eating a balanced diet, including [1] :
• using low-fat dairy products 
